ABSTRACT TO determine the proportion of specialists in internal medicine at a university medical center practicing general internal medicine in addition to their specialty, full-time and voluntary faculty were asked to complete a questionnaire concerning their practice patterns. In addition, the directories of two of the largest managed-care groups in the area were reviewed to identify physicians who were also faculty members, to determine whether faculty in these directories self-identified as general internists. Excluding those with primary research appointments, 303 faculty in the Department of Medicine were asked to participate. Of these, 187 (62%) responded, of whom 86 (46%) were full-time and 101 (54%) voluntary faculty. Of the respondents, 183 (98%) were either board certified (152; 81%) or board eligible (31; 17%) in a subspecialty. Both general internal medicine and specialty medicine were practiced by 116 (65%), with full-time faculty being more likely to have solely subspecialty practices (P < .001). The majority of faculty (150; 80%) participated in managed care. A review of directories of two managed-care groups revealed that 100 (87%) of the 115 faculty with appointments within subspecialty divisions of the Department of Medicine were listed as general internists. Subspecialists in internal medicine already spend considerable time practicing general medicine and are increasingly willing to identify themselves as generalists. Unless this is recognized, the future need for generalists may be overestimated considerably.
Until recently, it has been generally accepted that we are facing a shortage of generalist or primary care physicians, while producing a great excess of specialists. As a result of this perception, goals have been set by a number of professional groups to increase the present level of graduates from US medical schools entering primary care to at least 50% by the year 2000.1-3 However, more recently, questions have been raised as to whether there is indeed a generalist shortage. 4 were practicing primary care; in a number of countries, such as France and Germany, the proportion of primary care physicians is also less than 50%. s
Further, all of the analyses concerning existing and projected physician manpower have not given credence to the observation that, with respect to internal medicine, the largest primary care field, the distinction between generalist physicians and specialist physicians is often arbitrary. Indeed, since all specialty internists have met all of the requirements for the practice of general internal medicine and are usually board certified in the field, the failure to include them in predicting health manpower needs can lead to serious distortion.
The current survey was undertaken to determine the proportion of specialists in the Department of Medicine at an urban medical school who were actually practicing general internal medicine; the school was perceived to have an extremely low proportion of primary care physicians.
METHODS

Both full-time and voluntary clinical faculty in the Department of Medicine
were sent questionnaires to survey their practice patterns. Faculty with emeritus appointments or known to engage primarily in research were excluded from the survey. Responses were subsequently separated for analysis on the basis of faculty status. In addition, the primary care physician rosters of two large managed-care companies were reviewed, to identify all faculty in the Department of Medicine and to determine these physicians' listings as primary care or specialist physicians.
RESULTS
Of the 303 clinical faculty sent the questionnaire, 187 (62%) replied, 86 (46%) of whom were full-time faculty and 101 (54%) of whom were voluntary faculty. Of those responding, 152 (81%) were certified in a subspecialty board of internal medicine, and 31 (17%) were subspecialty board eligible, having completed full subspecialty fellowship training. Only 4 faculty had not taken a fellowship after completing their internal medicine training. No differences were seen in specialty certification between full-time and voluntary faculty. Of the 180 faculty who indicated a specific specialty, 69 (49%) were distributed approximately equally among the disciplines of gastroenterology, cardiology, and hematology. The practice patterns of the faculty are described in Table I , with 116 (65%) of respondents indicating that they practiced both general internal medicine and subspecialty medicine. A significant difference existed between the voluntary and fulltime faculty, in that the sole practice of a subspecialty was greater among fulltime faculty and thus more voluntary faculty reported practicing both general internal medicine and subspecialty medicine (P < .001). The majority of faculty were participants in managed care (Table II) . Of all faculty, 130 (72%) participated When asked to respond how they would choose to be listed in physician directories for managed-care companies, 124 (71%) respondents indicated that they would retain their specialist listing (Table III) did not respond to this survey, it is more than likely that a large number of nonrespondents were also listed as general physicians in the directory. However, the proportion of general internists without subspecialty training in this department is extremely small (<10%).
These data strongly suggest that, as managed care moves into the marketplace, many physicians commonly known as subspecialists will become more eager to identify their general internal medicine practices. Unless this is taken into consideration, projections concerning needs for generalists, especially in the area of managed care, may be seriously flawed. As an example, the most recent prediction of physician supply gave the number of generalist physicians per 100,000 population as 67. 8 This ratio is, in fact, greater than the current generalist physician-to-population ratio in most health maintenance organizations, which has been found to range from 54 to 88 per 100,000, with an average of seven groups listed being 64 per 100,000, 9
Data provided by Dunn and Miller suggest that this hypothesis may well become a reality in future years. I~ A survey of residents completing training in 1995 revealed that up to 21% of those in internal medicine subspecialties reported they had experienced difficulties in finding a practice position in their subspecialties. It is not unreasonable to assume that these individuals finally opted to participate in a general internal medicine practice. Interestingly, among residents who wished to be general internists, the survey also revealed a small but definite increase (from 3.2% to 4.7%) in reported difficulty in finding positions. Yet, despite these changes, the number of residency positions devoted to primary care continued to increase between 1995 and 1996, by 1462 for family practice, by 605 positions for internal medicine, and by 224 positions for pediatrics. On If one assumes that market forces will result in those subspecialists in internal medicine increasingly identifying themselves as generalists, an oversupply of generalists already exists. This will only become more pronounced, as in the past more than 50% of those residents completing residency training in internal medicine chose to pursue subspecialty training, n
The effect of the medical marketplace has already been observed with respect to students graduating from US medical schools. Before any curricular reforms had an effect, the number of applicants matching to radiology and anesthesiology programs decreased markedly in the 1995 match, despite these programs decreasing their positions by 15%. Correspondingly, applicants matching to family practice, internal medicine, and pediatrics programs increased. 12
There has been considerable concern expressed as to whether the primary care provided by subspecialists in internal medicine is either as cost effective or as good as that provided by those practicing only primary care. However, since all specialties in internal medicine require a physician to complete general internal medicine training, and many of these individuals have continuously maintained a proportion of their practice as generalists, it is not reasonable to assume that all such individuals practice poor-quality primary care.
Although residency programs now exist in primary care internal medicine, this is a relatively recent phenomenon; even now, these programs are so few in proportion to residencies for the general internal medicine programs (11% of all internal medicine programs for the 1995 match), 12 it will be some time before graduates of these programs can make a proportionally significant contribution to the general internist physician pool. Further, many general internal medicine programs are now altering their curricula, quite appropriately, to mirror that of the primary care programs, tn fact, the most recent Accreditation Council for Graduate Medical Education requirements for internal medicine programs include placing emphasis "not only on medical problems but also on health promotion, cultural, socioeconomic, ethical, occupational, environmental, and behavioral issues" with a special emphasis on the family being stressed, lg When this is combined with the added requirement that at least 25% (11/2 days per week) of the residency experience be in the ambulatory setting, including related medical specialties (orthopedics, gynecology, otolaryngology, dermatology, and psychiatry), the differences between primary care and general internal medicine programs become moot.
Comparisons of the cost effectiveness and quality of care provided by specialists versus generalists continue to be studied and debated. 14 Unfortunately, most studies have limited follow-up, involve relatively small numbers of patients, and address only one or two illnesses. For example, patients with diabetes and hypertension were found to "fare equally well whether being treated by generalists or specialists, regardless of actual practice setting, ''is whereas those with cardiac disorders were found to fare best when in the care of a specialist. 16
Although more data concerning quantity, cost effectiveness, and quality of generalist care provided by specialists are clearly needed, the results of the current study confirm the frequent observation that specialists in internal medicine are practicing a considerable amount of primary care. Further, they are increasingly more willing to identify themselves as primary care physicians in settings in which managed care becomes a potent market force. Unless the contributions of these physicians to the generalist pool are recognized, estimates concerning current and existing needs for generalists will be seriously flawed. It has been suggested that the problem with the physician workforce is not a shortage of primary care providers, but a specialty care surplus. 17 A closer analysis of the data, however, would suggest that in the future this oversupply will involve all physicians, including generalists.
These data suggest that a considerable proportion of subspecialists is also practicing general internal medicine. Failure to account for this when developing estimates of the need for generalists could seriously overestimate the number of generalists needed to meet health care needs.
